B., AGED 28, has suffered since infancy from an intermittent di~charge from the left ear. Five weeks ago he noticed that he saw double on looking to the left. An ophthalmic surgeon whom he consulted could not find any cause for this, and sent him on to me. He was found to have an offensive discharge, with cholesteatomatous material, from the left ear and granulations in the middle ear, posteriorly. He has very little pain or tinnitus. Hearing: watch, " left; 3 right. Bone conduction better than aerial. Wassermann reaction negative.
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Is there any connexion between the aural condition and the paralysis of the sixth nerve?
DISCUSSION.
Mr. SYDNEY SCOTT (President) asked whether Dr. Kelson proposed to do any operation, as a cholesteatoma and granulations were present in the middle ear.
Dr. W. S. SYME said that in this case it was possible that the paralysis of the sixth nerve was not due to extension from the middle ear and mastoid, but rather to infection of the sphenoidal sinus on that side. There was nasal obstruction on the left side, and the patient complained of nasal catarrh. He should be given sufficient nasal airway by means of submucous resection, and then opening up the sphenoidal sinus if necessary.
An X-ray examination should be made first.
Sir JAMES DUNDAS-GRANT asked whether there were not likely to be aberrant cells round the Eustachian tube; the zygomatic region should have special attention.
Mr. T. H. JUST said that six weeks ago he saw a patient who had sixth nerve paralysis on the right side. His aural symptoms were very slight. Seven weeks previously he had had slight discharge from the right ear, but none since, and he had had but little pain. When seen, he had hyperaesthesia on the same side of the head, but no definite mastoid swelling or tenderness. The drum was slightly dull, but was not perforated, and there was no active disease in the ear. Because of the nerve paralysis and the hyperesthesia, it was decided to explore the temporal bone. The whole mastoid process was found infected, and there was muco-pus in the antrum. Behind the external semicircular canal he found a gallery of cells running in towards the tip of the petrous bone, and these were infected. A i-in. hole was made, the diameter of an ordinary pen-holder, and in order to make sure that there was no mischief in the middle fossa, the dura mater over that fossa was widely exposed, and was found to be normal. Lumbar puncture showed clear fluid under slight pressure. The gallery of cells was curetted and packed, and left open. In three days the sixth nerve paralysis had disappeared. He had had diplopia, and in two days that had cleared up. He advised opening up the petrous bone in this case of Dr. Kelson's, as the ear was still moist.
Mr. SYDNEY SCOTT (President) said he saw the man about whom Mr. Just had spoken. The only indication for operating on the mastoid was the internal strabismus, due to sixth nerve paralysis. The drum membrane was intact.
In the case of a child, also under the care of Dr. Hinds Howell, there had been a discharge from her ear two or three weeks previously. There was none when the speaker saw her, and the drum was normal. There had sometimes been headache, before she developed sixth nerve paralysis. He opened the mastoid because Dr. Howell urged it, and found it full of pus. The cerebro-spinal fluid was clear, free from organisms, but under hypertension. They had seen many similar examples of sixth nerve palsy with otitis media, and made a rule of operating on the mastoid and of puncturing the lumbar theca.
Mr. G. J. JENKINS said it was a dubitable point whether this was raised intracranial pressure or extension of inflammation of the dura mater or of the temporal bone. In these mastoid cases he did not think the cause was a rise in intracranial pressure.
Mr. W. M. MOLLISON said that in his experience this was a rare condition, while in acute mastoid cases he had seen three or four cases of paralysis of the external rectus. He felt sure the present patient had chronic disease of bone; there was nystagmus to the right, suggestive of labyrinth irritation, and in his opinion the mastoid should be opened as soon as possible.
Mr. A. R. TWEEDIE said he had recently had a small girl patient with bilateral suppurative disease. He had operated, and all apparently progressed favourably. Some ten days after the operation, however, he was horrified to hear a typical meningeal cry, and two or three days later she had complete paralysis of the left sixth nerve. This was verified by the oculist, who also expressed the opinion that she would recover from it, and fortunately she did so. The patient's convalescence was otherwise uneventful. The paralysis he (Mr. Tweedie) thought must have been due to some temporary localized meningitis.
Dr. KELSON (in reply) said that he intended to explore the temporal bone first; it might not be necessary to proceed to the sphenoid. He considered that the patient was at present in some peril; and there was a definite cholesteatoma, which should be removed, and the mastoid opened.
Postscript.-The left mastoid was opened by myself, subsequently, and two large sequestra were removed; one of these involved the middle fossa. 
